S
pinal, also called neurogenic, claudication is common, and in the elderly it is almost invariably caused by degenerative disease of the lumbar spine. There are, however, a few rare but important other causes that should be considered, as in this case.
THE STORY
A 77-year-old lady presented with a four-year history of progressive difficulty walking because of leg pain, predominantly in her calves, that was relieved by sitting down or leaning forwards on her trolley frame. She required one stick to mobilise at the onset of her symptoms, progressing to two sticks 18 months before presentation, and at presentation she was only able to walk a few metres with the aid of a frame. She also reported some numbness in her calves and gave a twoyear history of urinary urgency and occasional urge incontinence; her bowels were not affected. The patient had significant vascular risk factors, with a 17-year history of type II diabetes mellitus, treated with insulin for the previous five years, hypertension, hypercholesterolaemia and a body mass index of 36.
On examination, she walked with short steps, for a distance of about 5 m, being limited by pain. Rhomberg's test was negative. Tone was normal in all her limbs but there was mild proximal weakness of the lower limbs, worse on the left than the right, graded 4 and 42 respectively for hip flexion. Coordination was normal. Reflexes were normal in the upper limbs but depressed in the legs with flexor plantar responses. There was no dermatomal sensory disturbance, although she did have some loss of light touch, pin prick and vibration sense distally in the lower limbs, consistent with a diabetic neuropathy. Perianal sensation was intact and anal tone normal. Peripheral pulses were present.
Nerve conduction studies supported a mild diabetic peripheral neuropathy with no evidence of active radiculopathy. CT brain scan showed some volume loss and mild leukoaraiosis. MRI of her spine, however, revealed a cystic lumbosacral mass, extending from L4/5 to S1/2 (fig 1) , causing considerable cauda equina compression, and was the likely cause of her symptoms. She proceeded to an L4 to S2 laminectomy. At surgery, the tumour capsule was found to be intimately related to the nerve roots, which were densely adherent to it. Therefore, the cystic mass was decompressed and a biopsy taken from the cyst wall. Histology identified the lesion as a myxopapillary ependymoma (fig 2) . Following surgery, her symptoms improved, and three months later she was able to walk 50 m with sticks, and without any pain in her calves.
DIFFERENTIAL DIAGNOSIS OF SPINAL CLAUDICATION
The history described here is classical of spinal claudication-a term used to describe a symptom complex normally due to degenerative lumbar spinal stenosis. 1 The symptoms consist of pain that occurs on walking, usually in the calves, which is rapidly relieved by stooping, sitting or otherwise adopting a flexed posture of the hips, and recurs in a characteristic fashion on attempting to walk again. The pain is not triggered by other forms of exercise, such as cycling. Patients have a preference for walking uphill; indeed, in severe cases they may descend stairs backwards to enable a forward flexed posture to be maintained. It is important to distinguish spinal from vascular claudication; symptoms of the latter are not eased by stooping, will be present whether walking or cycling, and are triggered by walking both uphill and downhill. It is quite possible for these two pathologies to be present in the same patient, however in our case there were no signs of peripheral vascular disease.
Lumbar spinal stenosis is relatively common, with a prevalence of 0.5-1% in those over the age of 50. It can be categorised into central stenosis, presenting with spinal claudication, lateral stenosis causing radicular symptoms, or a mixture of the two. 2 The vast majority are caused by degenerative change; disc collapse can cause bulging of the posterior annulus, and the resulting abnormal loads on the facet joints lead to their hypertrophy. The development of osteophytes and thickening and buckling of the ligamentum flavum can further narrow the spinal canal. However, spinal stenosis can also be a feature of systemic diseases such as Paget's, acromegaly, ankylosing spondylitis and even amyloidosis. Additionally, it may be iatrogenic-for example, a complication of laminectomy or discectomy.
MYXOPAPILLARY EPENDYMOMA
It is rare for a myxopapillary ependymoma to present with spinal claudication, with one previous case report from the 1980s. 3 That patient, however, was a 38-year-old man in whom one would have a high suspicion of an underlying pathology other than degenerative spinal disease. By contrast, our patient was a 77-year-old woman, an appropriate age for degenerative spinal stenosis. Her two-year history of urinary urgency with occasional urge incontinence is an unusual feature of lumbar spinal stenosis and so may have been a clue to an unusual cause of spinal claudication.
Ependymomas are glial-derived tumours that arise from ependymal cells within the central nervous system, first described by Bailey in 1924. The World Health Organization classification divides them into WHO Grade I, myxopapillary ependymoma and subependymoma; WHO Grade II, ependymoma (cellular, papillary or clear cell variants); and WHO Grade III, anaplastic ependymoma. Myxopapillary ependymomas are uncommon tumours, accounting for about 15% of all ependymomas, and 63% of ependymomas in the lumbar spine. 4 They have a significantly better prognosis than other ependymomas, Figure 1 (A) MRI lumbar spine. Parasagittal view, T2-weighted. This illustrates, in addition to degenerative changes in the intervertebral discs and adjacent vertebral bodies, a large intradural mass (arrow) extending from the L4-5 intervertebral disc to the S1-2 level. It shows signal intensity similar to cerebrospinal fluid with a darker capsule, but internal texture and patchy enhancement on post-gadolinium injection (not shown) indicate that it is mainly solid. (B) MRI lumbar spine. Axial view through the lower part of the body of L5 shows the thecal sac filled by the tumour (arrow), which has slightly undulating margins and some internal structure. The darker capsule includes displaced and compressed nerves of the cauda equina.
because they are slow growing and unlikely to metastasise, and they do not tend to infiltrate neural tissue. 4 Presentation is usually nonspecific, most commonly with lower back pain or lower limb radiculopathy; lower limb weakness is less frequent. Complete surgical resection results in excellent local control and patient survival, 5 and there may also be a significant benefit from adjuvant radiotherapy. 6 
